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Abstract
Prostate cancer affects African Americans at a higher rate than any other ethnic group in the United
States. Prostate cancer does not only affect the man with the disease but also affects those individuals
who are closest to him, such as his family and friends. Open communication is valuable in coping
with stressors that are affiliated with chronic illnesses. This article focuses on family and friend social
support of men with prostate cancer. Data analysis revealed that support from family members and
friends plays an important role in how men cope with their treatment and recovery from prostate
cancer.
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Prostate Cancer is the most commonly diagnosed cancer in men and is the second leading cause
of cancer deaths among men in the United States, following lung cancer. The American Cancer
Society1 estimated that in 2007, there would be approximately 219,000 newly diagnosed cases
of prostate cancer and nearly 28,000 men would die from prostate cancer.
Prostate cancer disproportionately affects African American (AA) men. They have the highest
incidence of prostate cancer, at 255.5 cases per 100,000 in comparison with 161.4 cases per
100,000 Caucasian men and 140.8 cases per 100,000 Hispanic men.2 The incidence rate peaked
in AA men in 1993 and has been declining, but the reasons for the higher incidence rate among
AA men in comparison with Caucasian and Hispanic males is unclear. According to the latest
American Cancer Society statistics, approximately 31,000 AA men would be diagnosed with
prostate cancer in 2007 and an estimated 4,240 AA men would die from prostate cancer in
2007.3 The 5-year prostate cancer relative survival rate for men of all races and all age groups
was 98.9% from 1996 to 2004.2 The 5-year overall survival rate of prostate cancer for AA men
diagnosed with prostate cancer was 95.4% in comparison with 99.5% in White men from 1996
to 2004.2
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Prostate cancer affects not only the man with the disease but also his entire family. Family
relationships play an important part in how men with prostate cancer cope with the disease and
decide on treatment issues. Mellon and Northouse4 found a 63% decline in overall family
quality of life after a family member had been given a cancer diagnosis. Cancer diagnosis and
treatment-related issues such as fatigue, pain, hopelessness, financial concerns, and grief affect
the family unit. Several studies5,6 have reported correlations between the psychosocial
adjustment of patients with cancer and that of their spouse or close family member. Boehmer
and Clark7 found among married men with metastatic prostate cancer that although the wives
of these men were very concerned about their husbands’ disease, there was little
communication about the cancer, treatment options, and the emotions associated with having
a diagnosis of cancer. This lack of communication may weaken coping mechanisms and
decrease the resources available to men. Enhanced support, communication, and guidance from
family and friends about difficult issues, such as sexual activity and fatigue, may play an
important part in the lives of AA men with prostate cancer.
Family support and function have been found to be critical in how the patient and his family
members are affected by chronic disease. Kiley et al8 found that among individuals who had
kidney transplants, those individuals who had reduced family support had a higher risk for
nonadherence to therapy, which might lead to a poorer prognosis than those with family
support. Meyerowitz and colleagues9 found that perceived social support from family members
was associated with emotional resilience and vitality in women with cervical cancer. In
addition, Ashing-Giwa and colleagues10 found that AA, Latina, and Asian American women
relied on their family and faith in God in promoting healing and recovery from disease. Another
study11 that focused on couples’ experiences after prostatectomy found that men viewed their
wives as an important source of support for managing anxiety through the wives’ reassuring
that they understood and accepted the potential adverse effects of treatment, such as
incontinence and impotence. It has been noted that wives of men with prostate cancer do not
view intercourse as being the only route to intimacy; they can be satisfied with other ways of
expressing loving feelings.12 In addition, a study13 that focused on men with prostate cancer
and their partners’ experiences reported that most men’s female partners did not identify the
absence of intercourse in the relationship as a problem.
Social support has the potential to improve coping and enhance health, particularly among
individuals with chronic illnesses. It can help protect individuals from potential harm and
facilitate coping with cancer. Studies14–16 have demonstrated an association between social
support and improved quality of life in patients with cancer. For instance, a study17 that focused
on breast cancer in women found that social support was helpful in decreasing moments of
anger and depression.
Langford and colleagues18 described social support as having 4 components: emotional,
instrumental, informational, and appraisal support. Emotional support includes respecting,
loving, and helping to enhance psychologic well-being and a sense of optimism for an improved
quality of life. Instrumental support is the provision of tangible goods and services that
concretely assist individuals, such as offering financial assistance for payment of hospital bills.
Informational support may include assisting individuals with solving problems during a time
of stress by providing information, such as a healthcare provider talking with a patient with
prostate cancer about treatments for impotence. Appraisal support involves affirming the
appropriateness of an individual’s decisions by providing feedback or comparing one’s
thoughts and feelings to those of others in similar situations. This is done through conversations
with a healthcare provider, a family member, and/or a friend. Family and friends offering these
types of support may help men cope effectively with the daily challenges of having prostate
cancer.
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Few studies have examined the effect that family and friends can have specifically on men
with prostate cancer, and even fewer have examined the important influential relationships of
family and friends’ networks on AA men with prostate cancer. Family and friends’ networks
have been shown to be important sources of social support for AAs; therefore, these
relationships need to be studied in prostate cancer.19,20 Family-centered healthcare is central
to improving the quality of support provided to men with prostate cancer, both within the health
system and within the men’s social networks. Thus, this article examines the importance of
family and friends’ involvement with men during treatment and recovery from prostate cancer.
METHODS
As part of a larger ongoing study21 focused on the development of culturally competent
assessment instruments and prostate-specific health status terms for AA men of lower
socioeconomic status, our study examined the interactions and impact of family and friends of
prostate cancer survivors.
Sample, setting, and procedure
A total of 14 participants were interviewed in this study. Five participants were recruited from
the prostate cancer center at a large southeastern medical center, and 9 were referred by other
participants. Participants met the following criteria: (1) 18 years or older; (2) AA race, (3)
diagnosis of prostate cancer and had completed cancer treatment, (4) willingness to talk about
attitudes and beliefs regarding complementary practices and products as well as allopathic
medicine, and (5) ability to provide informed consent.
Data collection was conducted in one of several clinic meeting rooms, the participant’s home,
or other nonintimidating setting for the convenience of the study participant. Individuals
generally talk more comfortably about their health beliefs, attitudes, and practices when they
are in a setting in which they do not feel threatened.22 In addition to having a nonthreatening
environment in which to conduct the interviews, the principal investigator is an AA man
sensitive to and knowledgeable about the interviewees’ cultural background.
A semistructured interview guide was used to help lead an interview of approximately 1 to 1.5
hours. Each participant was asked about interactions with family members or friends because
they related to his prostate cancer. The social interaction questions generated conversation that
led to participants’ more active responses and richer information about the men’s perceptions
of relationships with family and friends.
RESULTS
The 14 participants aged between 51 and 83 years, with a mean of 69.6 years. Most participants
had completed 12 years of formal education, were married, and had an annual household
income of less than $40,000. All of the participants had medical insurance (ie, Medicare,
Medicaid, and/or private). Approximately 57% of the participants had a family history of
prostate cancer and half (n = 7) had undergone a prostatectomy. Demographic details are shown
in Table 1.
Participants’ responses throughout the interview were audiotaped and actions observed and
recorded in field notes by the interviewer. The interview tapes were transcribed and analyzed
using a qualitative method. The transcripts were coded, and segments of feedback (strips)
collected, organized, and placed in categories, thus permitting description of commonalities
within the strips. Themes were then generated from the following categories: (1) spiritual needs
are important to health, (2) the value of education, (3) trust in healthcare providers is necessary,
and (4) how men decide on what to believe. These themes have been discussed elsewhere (see
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Jones et al23). Members of the research team reexamined the interview data for the purposes
of this article, and 2 themes emerged: (1) the importance of family involvement with prostate
cancer treatment decision making and (2) the effect of prostate cancer on relationships with
women.
Family involvement with prostate cancer treatment decisions
Throughout the interviews, a prominent theme was family involvement with prostate cancer
treatment. Participants revealed that their family members played a major role in making a
decision about the type of treatment that the men received. The women in the participants’
lives, particularly the wives, were significantly involved in assisting the men with treatment
decisions. When the treatment options were discussed with the physician, each of the men
valued his wife’s or family member’s opinion on which treatment option would be best for
him. One participant stated “Well, it was just a family thing. I talked it over with her, and I
kept listening to the doctors, and we had a talk before I went with the operation. She attended
all of the appointments.” In addition, another man noted that his sister and his family overall
were important assets when deciding which treatment he should receive. He said:
After talking with the doctor for a while…. I went to him about 3 times before I made
a decision about which route I wanted to go. I decided that radical prostatectomy was
the best way to go … my sister was a great influence, my family was a great influence
in making the decision of having the surgery over the [radiation seed] implants.
Effect of prostate cancer on relationships with women
Although the participants considered prostate cancer a significant diagnosis, most men did not
view their disease or the treatment as a problem in their relationships with women. When asked
how prostate cancer and its treatment affected the man and his wife or female friend, responses
included: “So far it has not bothered nothing.” “It doesn’t bother [us]. We’re up in age … so
we are most contented now.” “Not really, she don’t complain about it…. Ain’t no problem as
far as I know.”
Most men (78.6%, n = 11) did not believe that a woman would leave a man who had a prostate
cancer treatment that led to impotence. Approximately 86% (n = 12) of the sample thought
that men who had had surgery for prostate cancer treatment continued to be attractive to women.
In addition, the entire sample believed that women would most likely stay with them even after
learning that the men had prostate cancer. These men had a high regard and belief that the
women in their lives were loyal and would stand beside them while they were seriously ill,
more than their male friends or relatives would. They perceived the women in their lives to be
understanding of any treatment and disease adverse effects, particularly impotence. However,
as shown in the following interview excerpt, it was not always clear that these adverse effects
were discussed explicitly:
See with my age, I don’t worry about it [sex] too much. You know, my lady friend,
one thing about her is that she don’t bother me too tough [much] no way. She ain’t
bothering nothing and I ain’t bothering nothing [sex]…. I ain’t lying … she don’t say
anything and I’m not going to say anything.
In this case, the man has positive perceptions about his relationship with his partner, but there
did not appear to be discussion of the sexual adverse effects between them. The man’s
perception that everything is okay in the relationship may be skewed by wishful thinking
because he and his partner are not speaking openly about how his treatment has affected both
of them.
Some men felt that the women in their lives were more knowledgeable about prostate cancer
and health in general than the men. One participant stated:
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By speaking to groups and church groups and other functions on prostate cancer and
the experience and what happened to me, I think women are more up to par on health
issues than men, and I think they [men] need to be aware. I think they [women]
encourage their partners to have better checkups and to find if there is something
wrong. I know after speaking to a number of groups, I found that many men have
been diagnosed with prostate cancer because of the women….
Many of the participants, especially the 9 married men, noted the impact that their family
members had on the decisions they made during their experiences with prostate cancer. As
these men were being interviewed, it appeared that they had not really understood or thought
about the role that their wives played during this health crisis until they were asked specifically
about it during these interviews. Other studies24,25 suggest the important role spouses play in
gathering information and advising about treatment. The participants also perceived physicians
playing an important role through discussion of treatment options and medical information that
assisted the men and their family members or peer supporters in making a decision about their
prostate cancer therapy.
Discussion of participants’ responses
The influence of family involvement with prostate cancer treatment was very important for
this group of 14 men. Overall, the participants saw the interactions between themselves and
the family members as positive. Although the men considered their physicians’ advice, they
also took the advice of their family members seriously, particularly the advice from their wives.
Most (n = 9) of these men were married and had a support system that helped them with
decisions during the period they were undergoing treatment for their prostate cancer. However,
those men who were single (n = 2) or widowed (n = 3) relied on a family member (eg, sister),
friend, or the physician alone to help make decisions.
The theme effect of prostate cancer on relationships with women is also important. Most men
did not think that their male role in a relationship with the women in their lives changed
significantly, even when adverse effects (eg, incontinence and impotence) were issues. Their
experiences reflected that the women in their lives would not leave them or think of them
negatively because they had been treated for prostate cancer. There appears to be some
disconnect in communication between the man with prostate cancer and his partner about how
treatments have affected them both; however, the women in the men’s lives, particularly their
wives, were very supportive and tried to help in any way possible. One man stated “She [wife]
knew all about it [prostate cancer]. She was with me when the doctor explained everything to
me, and she understood. She stood by me 100%.” The men appeared to describe what they
interpreted to be their partners’ concern about all aspects of their health rather than whether
the men would be able to have sexual intercourse again. The majority of the men felt that their
sex life was important and their main complaint was the quality of their erections, but at the
same time, sex did not take precedence over being alive. The relative comfort that these men
felt about their sex lives may have been because of their perception that the women in their
intimate relationships did not consider sexual intercourse a priority in their lives in comparison
with the overall health of the man and his presence in the relationship.
CONCLUSION AND IMPLICATIONS
The men in this study recognized the significance of family and friend support during this
chronic illness. It is important to understand that prostate cancer has an effect beyond the
patient, as it involves other people in his environment, especially family members. Men tend
to be reluctant to seek healthcare and less likely to talk about their problems with their peers
or healthcare providers until a disease has progressed.26 This study describes the importance
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of understanding that managing prostate cancer is a collaborative team effort, especially for
AA men, who may not readily speak openly about their health issues.
More research is needed to determine whether these participants’ views and experiences are
representative of the larger population; however, the findings from this study have relevance
and importance to healthcare professionals who care for individuals with prostate cancer.
Healthcare providers and family members, particularly a spouse, partner, or chosen friend, are
important participants in the education and decision-making process faced by those with
prostate cancer. Open communication among family members may improve the support system
during prostate cancer therapy and recovery. Culture plays an important part in the experience
of an illness such as prostate cancer and the behavior of individuals seeking healthcare. This
study’s findings may help healthcare providers to tailor prostate cancer healthcare plans for
specific populations.
The men in this study valued the interviews as an opportunity to speak openly about the effects
of prostate cancer and to think about the support they had received during their treatment and
recovery. Further studies are needed to focus on interventions that quantify and qualify the
influence of family and friend involvement with the care of men, particularly AAs, with prostate
cancer. This study has led to other interesting questions that one might explore, including the
following: Who supports the wives/families of men undergoing prostate cancer therapy? What
do the wives think about their husbands’ non-communication with them about intimacy issues?
How do they cope? Do the relatively young couples really think that they will no longer “have
sex”if the man is impotent? What sex education is available for these couples, or for the women?
How can the members of the healthcare team, particularly nurses working in the field, support
the importance of the partner or spouse’s role for men undergoing prostate cancer therapy?
How effective are prostate cancer support groups? What additional support can the healthcare
system offer these families in terms of the 4 components of social support? Answers to
questions such as these will open communication between men with prostate cancer and their
partners as they join together to make decisions and cope with prostate cancer, treatment, and
the aftereffects.
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Table 1
Demographics.*
Age, mean (range), y 69.6 (51–83)
Years of education, mean (range) 12.6 (6–17)
Annual household income, mean (range), $ 33,848 (10,800–70,000)
Age at prostate cancer diagnosis, mean (range), y 63.3 (43–75)
Marital status, n (%)
   Married 9 (64.3)
   Widowed 3 (21.4)
   Single 2 (14.3)
Occupational status, n (%)
   Retired 10 (71.4)
   Employed full-time 4 (28.6)
Insurance type,† n (%)
   Uninsured 0 (0)
   Medicaid 6 (42.9)
   Medicare 7 (50)
   Private insurance 14 (100)
Treatment type, n (%)
   Prostatectomy 7 (50)
   Radiation seeds and Lupron® 1 (7.1)
   Radiation seeds 3 (21.4)
   Prostatectomy and Lupron® 1 (7.1)
   External beam radiation therapy 1 (7.1)
   Lupron® 1 (7.1)
Family history of prostate cancer, n (%)
   Yes 8 (57.1)
   Father only 1 (7.1)
   Uncle only 2 (14.3)
   Brother only 3 (21.4)
   Father and brother 1 (7.1)
   Uncle and brother 1 (7.1)
   No 6 (42.9)
Survival years after diagnosis (at time of interview), n (%), y
   15 1 (7.1)
   12 2 (14.3)
   10 1 (7.1)
   8 2 (14.3)
   4 4 (28.6)
   3 1 (7.1)
   2 1 (7.1)
   1 2 (14.3)


























Some men had multiple types of insurance.
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